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Abstract 
Are crossover youth a distinct group? Comparing the mental health and substance use 
needs of crossover youth and delinquent-only youth 
Christy E. L. Giallella 
Naomi E. S. Goldstein, Ph.D. 
 
 
 
Recently, researchers and policy makers have begun focusing on crossover youth, 
the population of children and adolescents involved with both the child welfare and 
juvenile justice systems.  Emerging evidence suggests that crossover youth possess 
unique characteristics, but a better understanding of the dynamic needs of this population 
will assist treatment providers and policy makers in responding to their needs.  This study 
sought to identify and compare the mental health and substance use characteristics of 
crossover youth and of delinquent-only youth.  The study examined archival data from 
419 youth committed to New Jersey’s Juvenile Justice Commission during 2011 and 
2012.  It was predicted that crossover youth would demonstrate more severe mental 
health and substance use symptoms and features than delinquent-only youth.  Results 
revealed that youth with an open case in the child welfare system demonstrated greater 
needs in some mental health domains, and trauma also played a significant role in levels 
of mental health.   The findings from this study contribute to the empirical foundation for 
the development and use of treatments and policies that can best serve this population.  
This information can inform the child-serving systems (e.g., juvenile justice, child 
welfare) that care and provide services for this population so that they may be able to 
better adapt to the unique needs of these youth.
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CHAPTER 1: INTRODUCTION 
Only recently have researchers and policy makers begun empirically examining 
youth who are involved with both the juvenile justice system and the child welfare 
system.  These youth have been termed crossover youth, dually-involved youth, and 
dually-adjudicated youth
1
 (Herz, Ryan, & Bilchik, 2010).  Definitions of the terms used 
to describe these youth are still evolving, and crossover youth may represent a distinct 
group deserving of attention from researchers, treatment providers, and policy makers 
(Herz et al., 2010). A better understanding of the needs of this unique population could 
inform the treatment of and policies for youth who are involved with both child-serving 
systems.  This study sought to identify and compare the needs of crossover youth with the 
needs of delinquent-only youth. 
Estimates of the prevalence of youth involved with both the juvenile justice and 
child welfare systems vary across studies and are difficult to estimate.  This may be due 
to differences in how youth are adjudicated and cared for across different jurisdictions; 
additionally, tracking and information systems often are not integrated across child-
serving agencies.  However, some researchers  have suggested that rates of child welfare 
involvement among delinquent youth range from seven to 42%, and the estimate depends 
largely on the stage of juvenile justice system involvement (e.g., detention, probation, 
placement) when the data are collected (Halemba, Siegel, Lord, & Zawacki, 2004).    
Delinquency estimates among child welfare-involved youth have ranged from nine to 
                                                          
 
1
 The term “crossover youth” will be used throughout this paper to capture youth who are or have been 
involved with both the child welfare and the juvenile justice systems.  Herz and colleagues (2010) suggest 
that this term is the most inclusive and captures the widest range of youth; it also mirrors terminology of 
influential policies and practice models (Center for Juvenile Justice Reform, 2010). 
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50% across studies (Courtney, Terao, & Bost, 2004; Kelley, Thornberry, & Smith, 1997; 
Smith & Thornberry, 1995).   
1.1 Child Welfare and Juvenile Justice 
There is an established connection between child maltreatment and involvement 
in delinquency (e.g., Huang, Ryan, & Herz, 2012), with rates of delinquent behavior 
nearly 50% higher for youth who experienced abuse and/or neglect than for those who 
did not (Ryan & Testa, 2005).  Traumatic experiences among children and adolescents 
are related to a number of negative outcomes, including psychological symptoms (e.g., 
anger, depression, anxiety), problematic relationships, maladaptive behavior, affect 
dysregulation, and substance use (Garbarino, 2001; Maschi, Bradley, & Morgen, 2008; 
van der Kolk & Fisler, 1994).  The relationship between maltreatment and delinquency 
also has been explained, in part, via mediating factors, such as out-of-home placements 
(e.g., group homes and foster care), frequent moves, and unstable interpersonal 
relationships (Doyle, 2007; Ryan & Testa, 2005).  And it is likely that there are many 
other factors that also influence this complex relationship (e.g., race, ethnicity, SES). 
On the other hand, it has been noted that, in some instances, child welfare services 
may decrease the risk of delinquency; it has been hypothesized that child welfare 
placements have the potential to serve as a protective factor against conditions associated 
with delinquency (Ryan, Herz, Hernandez, & Marshall, 2007).  For example, youth may 
be removed from dysfunctional households that are marked by physical abuse, domestic 
violence, or substance abuse. Furthermore, youth who receive additional services 
provided by the child welfare and juvenile justice systems may obtain treatment for the 
dynamic risk/needs factors (i.e., modifiable factors that can be targeted to address needs 
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and reduce risk) associated with maltreatment and delinquency.  There is mixed evidence 
about the effects of child welfare services (Huang et al., 2012), though, and there appears 
to be wide variability in the type and quality of services received, which may have 
significant impacts on outcomes.  Child welfare agencies differ in their sizes, 
organizational structures, and available resources.  Placement instability and 
organizational instability have been identified as primary barriers to positive outcomes, 
factors that also are addressed in different ways across agencies (Mekonnen, Noonan, & 
Rubin, 2009; Noonan, Rubin, Mekonnen, Zlotnik, & O’Reilly, 2009).  It is still unclear 
whether child welfare services increase or decrease risk for delinquency and other 
negative outcomes; it is clear, though, that the relationships between service provision 
and risk are complex and deserving of additional investigation.   
Inter-agency collaboration between the juvenile justice and child welfare systems 
has been shown to improve youths’ access to services (Chuang & Wells, 2010); however, 
there is evidence that crossover youth may have more unmet needs than youth involved 
with only one child-serving system (Breda, 2001).  Because they are under the 
jurisdiction of multiple systems, crossover youth have the potential to “fall through the 
cracks.”  Difficulties in coordination and collaboration across multiple systems may 
create barriers to service provision.  Less collaboration can result in a lowered likelihood 
of crossover youth receiving needed services (Cusick, George, & Bell, 2009).  
1.2 Relevant Legislation and Guidelines 
 Crossover youth are managed differently in different jurisdictions, and state law 
governs the policies for managing youth who come into contact with the child welfare 
and juvenile justice systems.  Most states (e.g., New Jersey, New York, Arizona) employ 
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a model of concurrent jurisdiction, also referred to as dual-jurisdiction, in which youths, 
simultaneously, are under the jurisdictions of both the juvenile justice and child welfare 
systems (Herz et al., 2010).  Across the nation, there is a growing trend toward the 
implementation of dual-jurisdiction models, allowing youth to receive services and 
support from both systems concurrently (Dunlap, 2006).   
 The Center for Juvenile Justice Reform at Georgetown University developed a 
model for managing crossover youth, and it has been implemented in 14 states and 42 
counties since its development in 2010 (Center for Juvenile Justice Reform, 2010; 
OJJDP, 2012).  The Crossover Youth Practice Model (2010) uses “an integrated approach 
between juvenile justice, child welfare, the courts, education, and behavioral health, 
believing that partnerships are the best way to meet the needs of crossover youth and 
their families.”  The model was developed in response to emerging evidence that 
crossover youth may represent a group with distinct characteristics and needs.  Further, 
the model emphasizes the positive outcomes that should be associated with the greater 
coordination of care among multiple child-serving systems.   
1.3 Characteristics and Needs of Crossover Youth 
Recent attention has been aimed at gaining a better understanding of the 
characteristics and needs of youth who are involved with both the child welfare and 
juvenile justice systems, and the few studies that have been conducted with this 
population have suggested that these youth may represent a distinct group characterized 
by unique factors.  Female and African-American youth have been over-represented in 
samples of crossover youth, and crossover youth have earlier ages at first arrests than do 
their delinquent-only counterparts (Halemba et al., 2004; Herz & Ryan, 2008).  Crossover 
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youth also are more likely to have been placed out of their homes and to have 
experienced multiple out-of-home placements (Ryan & Testa, 2005).  Further, there is 
some evidence that juveniles involved in the child welfare system are less likely to 
receive probation when adjudicated delinquent (Ryan et al., 2007). 
It is possible that, because these youth may have faced additional adversities and 
possess added risk factors (e.g., child abuse and neglect, out-of-home placements, 
frequent moves), they also may represent a group with greater needs.  The population of 
crossover youth may be comprised of the highest-risk/highest-need youth, as a range of 
negative outcomes have been associated with both maltreatment and delinquency.   For 
instance, child abuse and childhood exposure to domestic violence contribute to elevated 
rates of internalizing and externalizing problems (Kernic, Wolf, Holt, McKnight, 
Huebner, & Rivara, 2003), and the relationship between abuse and behavioral problems 
also has been observed among incarcerated adolescents (Gore-Felton, Koopman, 
McGarvey, Hernandez, & Canterbury, 2002).  The few studies that have been conducted 
with crossover youth have demonstrated that they have family difficulties (e.g., parent 
criminal behavior, parent substance abuse, domestic violence), educational problems 
(e.g., truancy, suspensions), and significant mental health and substance abuse histories 
(Halemba et al., 2004; Herz & Ryan, 2008; Kelley et al., 1997).  Because of the 
heightened potential for negative short- and long-term outcomes for youth who have 
experienced maltreatment and delinquency, this group deserves attention from 
researchers and policy makers.   
To promote positive outcomes, the unique, dynamic risk/need factors must be 
identified within this population so that they can be targeted by juvenile justice, child 
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welfare, and other child-serving systems.  As mentioned above, dually-involved youth 
may have more unmet needs than other high-risk youth (Breda, 2001).  Untreated 
problem areas may contribute to negative outcomes that affect both the individual youth 
and the community.  Identifying and understanding the unique characteristics of 
crossover youth can have direct public safety implications.  Crossover youth have 
demonstrated significantly higher recidivism rates when compared to delinquency-only 
youth (Huang et al., 2012; Ryan, 2006), and treating relevant mental health and 
substances use needs may reduce recidivism risk among crossover youth.  The long-term 
negative outcomes associated with maltreatment and delinquency, the impact of untreated 
risk/needs on public safety, the heightened recidivism rates among crossover youth, and 
policy shifts toward overlapping and coordinated child-serving systems, highlight the 
importance of additional research examining the specific needs of youth in this high-risk 
population. 
CHAPTER 2: CURRENT STUDY 
2.1 Theoretical Foundation 
 Studies of youth involved with multiple child-serving systems are needed to 
advance the ways in which these systems interact with and treat the youth they serve.  
Ecological perspectives suggest that individuals are significantly impacted by their 
environments (Bronfenbrenner, 1979).  Such environments include the immediate family 
and home that surround a youth, as well as the broader environments of the neighborhood 
community and systems that work with the youth.  Under this model, the juvenile justice 
and child welfare systems represent ecological environments that directly influence youth 
and their development. Therefore, the systems (i.e., juvenile justice, child welfare, both) 
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that surround a youth may contribute in different ways to addressing and/or exacerbating 
needs.  With a better understanding of the dynamic risk/needs factors that impact youth 
across the two systems, juvenile justice and child welfare agencies can target these 
malleable needs with their services and policies.   
2.2 Proposed Project 
 This study compared the mental health and substance use needs of crossover 
youth with the needs of delinquent-only youth.  If crossover youth represent a group with 
distinct characteristics and needs, then it may not be appropriate to extend and apply 
extant delinquency research findings and standard treatment approaches to this 
population.  Only a small number of studies have examined the needs of youth in this 
population, and they have pointed to high rates of family problems, educational 
difficulties, mental health issues, and substance use problems (Halemba et al., 2004; Herz 
& Ryan, 2008; Kelley et al., 1997).  This project sought to extend the body of research on 
this population and explore the distinction between crossover youth and delinquent-only 
youth.  
 Gender and race were controlled in this study because of their effect on mental 
health and substance use as well as the observed gender, race, and ethnic differences 
within this population.  Female and African-American youth have been over-represented 
in samples of crossover youth (Halemba et al., 2004; Herz & Ryan, 2008).  Further, the 
frequency and severity of mental health problems and substance use needs differ by 
gender, race, and ethnicity (e.g., Cauffman, 2004; Dembo, Schmeidler, Sue, Borden, & 
Manning, 1995; Kerig, Moeddel, & Becker, 2011; Teplin et al., 2002).   
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 Additional factors that were hypothesized to contribute to the relationship 
between youths’ status (i.e., crossover, delinquent-only) and their mental health and 
substance use characteristics also were examined.  Out-of-home placements have been 
shown to mediate the relationship between child abuse and delinquency experiences, and 
crossover youth demonstrate higher rates of out-of-home placements than delinquent-
only youth (Doyle, 2007; Ryan & Testa, 2005).  Therefore, this study also sought to 
examine the potential influence of out-of-home placement on the relationship between 
youths’ status and their mental health and substance use needs.  The effects of traumatic 
experiences also may help explain the relationships between system involvement and 
mental health and substance use needs.  Trauma theories suggest that negative life events, 
including child abuse and neglect, lead to negative emotions, deficits in affect regulation, 
and maladaptive responses (Agnew, 1992; van der Kolk, 1987).  These outcomes may, in 
turn, be related to mental health symptoms, substance use, and other negative 
consequences (e.g., delinquency).  The moderating effects of trauma histories also were 
explored in this study. 
 This study was conducted because of potential implications for treatment, service, 
and policy.  Interventions and programming could be better tailored to respond to the 
unique needs of youth involved with the juvenile justice, child welfare, or both systems.  
Additionally, findings could contribute to the development of policies that guide the 
management and treatment of youth across multiple child-serving systems.  Models for 
the treatment of crossover youth are changing and being developed with a shifting trend 
toward the use of concurrent jurisdiction and multi-disciplinary partnerships (e.g., Center 
for Juvenile Justice Reform, 2010).  A comparison of crossover youth and delinquent-
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only youth was designed to contribute to the growing knowledge about the needs of this 
population. 
2.3 Hypotheses 
 Primary hypotheses.  
 Hypothesis 1. Mental health needs will differ by youth’s status (i.e., delinquent 
only v. crossover youth), while controlling for gender and race/ethnicity.  Specifically, it 
was predicted that: a) crossover youth would produce higher scores than delinquent-only 
youth within all mental health domains on the Massachusetts Youth Screening 
Instrument, Version 2 (MAYSI-2); and b) crossover youth would score within the 
“Caution” or “Warning” ranges more frequently than would delinquent-only youth on all 
of the MAYSI-2 scales for which such designations exist. 
 Hypothesis 2. Substance use needs will differ by youth’s status, while controlling 
for gender and race/ethnicity.  Specifically, it was predicted that crossover youth would 
produce higher substance use scores than delinquent-only youth on the Substance Abuse 
Subtle Screening Inventory – Adolescent 2 (SASSI-A2) and the Alcohol/Drug Use scale 
on the MAYSI-2. 
 Explanatory hypotheses. 
 Explanatory hypothesis 1.  The number of prior out-of-home placements will 
mediate the relationship between youth’s status and the severity of mental health and 
substance use characteristics and needs.  Gender and race/ethnicity served as covariates.   
 Explanatory hypothesis 2.  Trauma history will moderate the relationship 
between youth status and the severity of mental health and substance use needs.  Gender 
and race/ethnicity served as covariates. 
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CHAPTER 3: METHODS 
3.1 Data Collection 
 This study examined a large, archival, deidentified database of youth adjudicated 
delinquent in New Jersey and committed to the New Jersey Juvenile Justice Commission 
(JJC) during 2011 and 2012.  In New Jersey, youth are adjudicated delinquent by the 
Superior Court of New Jersey, Chancery Division, Family Part and committed to the JJC.  
New Jersey’s JJC is the state’s correctional agency responsible for managing youth who 
are in the deepest end of the system, typically youth with multiple prior offenses who 
require the highest level of security and supervision.  The JJC also contributes to policy 
development and service provision for youth in the juvenile justice system (State of New 
Jersey, 2012).  After youth are adjudicated delinquent, they are assessed on a variety of 
factors (State of New Jersey, 2012).  This assessment represents an important opportunity 
to gather data on the needs of youth involved with both the child welfare and juvenile 
justice systems.  A better understanding of youths’ differences as they enter the 
jurisdiction of the juvenile justice system could improve and help refine placement 
decisions, program development, and service delivery. 
The final sample included 419 cases, which represented youth with the following 
demographic characteristics: 31 (7.4%) were female, 388 (92.6%) were male; 301 
(71.8%) identified as Black, 81 (19.3%) as Hispanic, 36 (8.6%) as White, and 1 (0.2%) as 
Other.  Youth ranged in age from 13-17 (M = 16.27, SD = 0.90).  Youth were classified 
as crossover youth (n = 206, 49.2%) if they had ever been involved with the child welfare 
system in NJ; they were classified as delinquent-only youth (n = 213, 50.8%) if they had 
no history of involvement with child welfare.  A further breakdown of system 
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involvement indicated that 37 (8.8%) youth had open cases, 169 (40.3%) had closed 
cases, and 213 (50.8%) had no history with the child welfare system. 
3.2 Measures 
 MAYSI-2. The Massachusetts Youth Screening Instrument, Version 2 (MAYSI-
2; Grisso & Barnum, 2006) is a 52-item, self-report mental health screening measure for 
youth aged 12-17 years.  It was designed for use with juvenile justice-involved youth as a 
tool to help decision-makers screen for treatment needs (Cauffman, 2004).  It has 
demonstrated utility in understanding the mental health needs of juvenile delinquents and 
making treatment recommendations, and it is the most widely used screening instrument 
in juvenile justice placements (Cauffman, 2004; Kerig, Moeddel, & Becker, 2011).  
Psychometric properties are strong, with good test-retest reliability (Cauffman, 2004; 
Grisso, Barnum, Fletcher, Cauffman, & Peuschold, 2001), internal consistency (Grisso et 
al., 2001), and concurrent validity for specific scales (e.g., Alcohol/Drug Abuse, Suicidal 
Ideation; Archer, Stredny, Mason, & Arnau, 2004).  Cut-off scores for the “Caution” 
ranges were developed based on concordance with clinically significant scores on the 
Millon Adolescent Clinical Inventory (MACI) and Achenbach’s Youth Self Report 
(YSR) (Grisso & Barnum, 2006).   
The MAYSI-2 yields scores in seven mental health domains, including measures 
of substance use risk (i.e., Alcohol/Drug Use), feelings of anger and frustration (i.e., 
Angry-Irritable), depressive and anxiety symptoms (i.e., Depressed-Anxious), physical 
symptoms (i.e., Somatic Complaints), suicide risk (i.e., Suicide Ideation), psychotic and 
derealization symptoms (i.e., Thought Disturbance), and lifetime trauma experiences (i.e., 
Traumatic Experiences).  Each scale, except Traumatic Experiences, produces a 
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numerical score and a categorical score that classifies youth by the severity of their 
symptoms. Youth who score in the “Caution” range represent those who score higher 
than two thirds of youth in intake and detention centers from the normative sample, and 
those who score in the “Warning” range fall in the top 5-15% of youth (Grisso & 
Barnum, 2006).  The Traumatic Experiences scale, unlike the others, is not a measure of 
clinical symptoms; rather, it indicates whether a youth has been exposed to traumatic 
events.  It also does not yield a categorical Caution or Warning score.  Additionally, all 
analyses involving the Thought Disturbance scale were conducted only with boys in this 
study because this scale was not identified as a clinical scale for girls during factor 
analytic studies with the MAYSI-2 (Grisso & Barnum, 2006).   
 SASSI-A2. The Substance Abuse Subtle Screening Inventory – Adolescent 2 
(SASSI-A2; Miller & Lazowski, 2001) was designed to identify adolescents with 
substance use needs.  It is frequently employed with youth in juvenile justice settings and 
has been used for both research and clinical purposes with this population (Stein et al., 
2005).  The SASSI-A2 demonstrated high rates of classification accuracy for substance 
use disorders and good internal consistency (Miller & Lazowski, 2001).  Studies using 
the SASSI with adults have revealed tendencies for the measure to overestimate needs, as 
well as poor internal consistency for the subtle scales (Feldstein & Miller, 2007).  These 
properties do not appear to be a problem for the SASSI-A, which is used with 
adolescents.  Nonetheless, the proposed study evaluated the strength of the relationship 
between SASSI-A2 scores and scores on the Alcohol/Drug Use scale of the MAYSI-2 to 
examine convergent validity. 
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The SASSI-A2 yields an overall substance abuse score and 10 subscales, which 
include measures of the frequency of alcohol and drug use (i.e., Face Valid Alcohol, Face 
Valid Other Drug), relationship factors that may increase risk (i.e., Family-Friends Risk), 
attitudes toward and beliefs about substance use (i.e., Attitudes), negative consequences 
of substance use (i.e., Symptoms), overt reporting of substance use problems (i.e., 
Obvious Attributes), lack of insight into substance use problems (i.e., Subtle Attributes), 
defensive attitudes (i.e., Defensiveness), distinction between substance abuse and 
dependence (i.e., Supplemental Addiction Measure), and delinquency risk (i.e., 
Correctional).  SASSI scores also classify youth as high risk for substance abuse, high 
risk for substance dependence, or low risk for a substance use problem.  This final 
classification is stored by the JJC, and the separate scores for each of the SASSI scales 
were not available.  Therefore, the categorical risk scores were used in this study as a 
measure of substance use needs. 
3.3 Procedures 
Following approval from Drexel University’s Institutional Review Board (IRB) 
and New Jersey JJC’s Research Review Board, the JJC sent the requested variables.  The 
variables requested were age, gender, race, ethnicity, MAYSI-2 scores, SASSI-A2 scores, 
current and past involvement with New Jersey’s Division of Youth and Family Services 
(DYFS), number of out-of-home placements, type of prior out-of-home placements, age 
of entry into the child welfare system, and trauma history.  The JJC does not keep data on 
the type of prior out-of-home placements or age of entry into the child welfare system, so 
these variables were not available for analysis.  The data requested from the JJC were 
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deidentified prior to receiving it.  Cases were provided a number assigned by the JJC so 
that the variables could be matched to case and duplicate cases could be excluded. 
Data were provided by the JJC from its database of youth committed by the JJC 
during 2011 and 2012.  Cases were included for analysis if youths were between the ages 
of 12 and 17 years and had all relevant data (i.e., system involvement information, 
MAYSI-2 and SASSI-A2 scores, demographic information) available.  If a youth 
appeared in the database more than once, only his or her first available JJC admission 
data was used.  The original dataset sent from the JJC included 720 cases; 115 cases were 
removed because they did not have MAYSI-2 data available, and 179 youth were 
excluded because they were over the age of 17 years.  There were seven duplicate cases; 
because there were very few cases with multiple admissions during 2011 and 2012, this 
group could not be analyzed in more depth.  Only two youth had status changes occurring 
across admissions, so no meaningful information could be obtained from this small 
sample.   
3.4 Method of Analysis 
Initially, a Multivariate Analyses of Covariance (MANCOVA) was used to 
broadly evaluate the differences between the groups (i.e., crossover youth and delinquent-
only youth) across the mental health domains measured on the MAYSI-2, covarying 
characteristics previously associated with differences in mental health and substance use 
(i.e., gender, race/ethnicity).  Dependent variables included the mental health domains 
from the MAYSI-2 – Angry-Irritable, Depressed Anxious, Somatic Complaints, Suicidal 
Ideation, Thought Disturbance, and Traumatic Experiences.  Status as either crossover or 
delinquent-only served as the independent variable.   A MANOVA was used initially to 
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provide overall information about the model—that is, whether crossover youth differed 
broadly in their mental health presentation. 
Data were provided that delineated involvement with the child welfare system in 
more detail; namely, there was information about whether a youth had a current open 
case with DYFS, a closed case with DYFS, or no history with DYFS.  It is possible that 
youth with an open case with DYFS were experiencing greater levels of mental health 
symptoms related to the acuteness of life stressors.  Because of this, the following 
analyses also were conducted with three groups to better understand the role of 
involvement with the child welfare system on symptoms of mental health. 
Analyses of Covariance (ANCOVA) were used to more specifically examine 
differences in needs between the groups. In each ANCOVA, one scale of the MAYSI-2 
served as the dependent variable; group (i.e., delinquent-only or crossover; open case, 
closed case, or no history) served as the independent variable; and gender and race served 
as covariates.  A conservative alpha level of .01 was used to evaluate the significance of 
the analyses.  Because of the relatively large expected sample size, emphasis also was 
placed on evaluating effect sizes.  Confidence intervals also were evaluated on the effect 
sizes; 90% confidence intervals were used on partial eta squared statistics (Steiger, 2004).  
Additionally, the MAYSI-2 produces categorical scores, and a series of logistic 
regressions were used to evaluate whether the youth’s involvement with child welfare 
were related to the likelihood of yielding a score in the “Caution” or “Warning” ranges, 
while controlling for gender and race.  Assumptions were evaluated prior to testing the 
study hypotheses. 
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 Data from the SASSI were not available in the format that was proposed in this 
study, and instead, categorical summary scores were provided that classified youth as 
high risk for substance abuse, high risk for substance dependence, or low risk of 
substance use problems.  Because of this, a logistic regression was used to determine 
whether youth status was related to the likelihood of being classified into the substance 
use risk categories.  The MAYSI-2 Alcohol Drug Use scale also was used as a measure 
of substance use.  It was analyzed using the methods outlined above for the other 
MAYSI-2 scales. 
Preacher and Hayes’ (2004) bootstrapping method of testing indirect effects was 
used to evaluate Explanatory Hypothesis 1, which predicted that the number of out-of-
home placements would mediate the relationship between youths’ status and scores on 
the MAYSI-2 and the SASSI-A2.  A series of simple mediation analyses was conducted; 
in each mediation analysis, youth involvement with child welfare served as the 
independent variable, one MAYSI-2 scale score or the overall SASSI score served as the 
dependent variable, and gender and race were covariates.  Results were considered 
statistically significant if the confidence intervals of the indirect effects, generated with a 
10,000 resample bootstrapping approach, did not contain zero.  The effects of trauma 
history also were explored as a potential explanatory variable.  The Traumatic 
Experiences score on the MAYSI-2 was evaluated as a moderating variable in the 
relationship between youth status and scores on the MAYSI-2 and SASSI-A2 scales.  
ANCOVAs were used to evaluate this interaction effect.  A series of two-way 
ANCOVAs was used to examine differences in each mental health domain on the 
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MAYSI-2; main effects of and interactions between system involvement and traumatic 
experiences were assessed.  Gender and race served as covariates. 
3.5 Power Analysis 
Based on calculations generated by the G*Power program (Faul, Erdfelder, Lang, 
& Buchner, 2007), an estimated 191 cases were needed to achieve a power of .80 with an 
alpha of .01 and a medium effect size (f = 0.25) using an ANCOVA with two groups and 
three covariates.  The final sample contained 419 cases, which exceeded the number 
estimated to achieve adequate power; 419 cases and the parameters outlined above 
produced a power of .99.  The sample also produced sufficient power to detect mediation 
effects using a bootstrapping method to evaluate the secondary hypothesis (Fritz & 
MacKinnon, 2007). 
CHAPTER 4: RESULTS 
Descriptive statistics revealed that, on average, youth displayed levels of mental 
health symptoms that did not rise to clinically significant levels; however, there was 
notable variability among youth.  As a group, average scores on the MAYSI clinical 
scales did not fall in the Caution or Warning ranges; however, many youth displayed 
clinically significant scores.  Youth displayed mean (SD) scores of 2.58(2.50) on the 
Angry-Irritable (17.4% Caution range, 5.3% Warning range), 1.48(1.67) on the 
Depressed-Anxious (20.3% Caution, 2.9% Warning), 1.83(1.67) on the Somatic 
Complaints (28.6% Caution, 3.3% Warning), 0.15(0.64) on the Suicide Ideation (1.9% 
Caution, 1.7% Warning), and 1.68(1.44) on the Traumatic Experiences scales of the 
MAYSI-2.  Boys had mean (SD) scores of 0.22(0.60) on the Thought Disturbance (10.7% 
Caution, 4.5% Warning) scale.  Youth reported low levels of Alcohol/Drug Use (M = 
18 
 
1.75, SD = 2.31), on the MAYSI-2, but the majority of youth were classified as having a 
substance use problem when measured with the SASSI.  Results from the SASSI 
indicated that 33 (8.8%) youth were classified as having a Low Probability of a substance 
use problem, 186 (49.9%) with Substance Abuse risk, and 154 (41.3%) with Substance 
Dependence risk.  See Table 1. The difference in the level of substance use need between 
the two measures raises concern about the accuracy of the measures.  The SASSI 
classified more youth as at risk for a substance use problem than did the MAYSI, which 
aligns with previous research that suggests that the SASSI overestimates substance use 
risk/need (Feldstein & Miller, 2007). 
4.1 Primary Hypotheses 
Mental health. At the omnibus level, a MANOVA revealed that crossover youth 
and delinquent-only youth did not statistically differ in the MAYSI-2 scales, F(6, 410) = 
0.89, p = .501; Wilks’ Lambda = .99, η2 = .01, 90% CI [0.00, 0.02] .   
To delineate between current and previous DYFS involvement, a second 
MANOVA was used to compare MAYSI-2 scores across three groups (i.e., open case, 
closed case, no history).  At the omnibus level, a statistically significant difference was 
observed, F(12, 820) = 2.80, p = .001; Wilks’ Lambda = .92, η2 = .04, 90% CI [0.01, 
0.05].  Thus, I examined the univariate ANOVAs of the individual MAYSI-2 scales by 
group. Mean scores on Suicidal Ideation, F(2, 414) = 7.48, p = .001, η2 = .04, 90% CI 
[0.01] and Thought Disturbance (a scale that applies only to boys), F(2, 384) = 7.86, p < 
.001, η2 = .04, 90% CI [0.01, 0.07], differed by group.  Post-hoc analyses revealed similar 
differences on both scales; youth with open cases demonstrated significantly higher 
levels of suicidal ideation and thought disturbance than did youth with closed cases or 
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with no history of child welfare system involvement.  See Table 2 for descriptive data 
and all MASYI-2 scale by group comparisons. 
A series of logistic regression analyses was conducted to investigate whether a 
youth’s involvement with the child welfare system was associated with the likelihood of 
yielding a score in the “Caution” or “Warning” range on each MAYSI-2 scale, and 
scoring below the clinically significant cut-off served as the reference group.  Controlling 
for gender and race, dichotomous classification as crossover or delinquent-only youth 
was not significantly related to a score in the clinical range on any MAYSI-2 scale.  
However, when the greater three group specificity was used and no history of 
involvement with child welfare was used as the baseline comparison group, significant 
findings emerged. An open case with DYFS was significantly associated with the 
likelihood of scoring in the Warning range on the Depressed-Anxious scale when 
compared to no history with DYFS (b = -1.91, SEb = 0.78, p = .012, OR = 0.15, 95% CI 
[0.03, 0.66]).  An open case (b = -3.33, SEb = 1.16, p = .004, OR = 0.04, 95% CI [0.00, 
0.34]) and a closed case (b = -2.46, SEb = 0.93, p = .008, OR = 0.09, 95% CI [0.01, 0.53]) 
with DYFS was significantly related to the likelihood of scoring in the Warning range of 
the Suicidal Ideation scale. An open case with DYFS was significantly associated with 
the likelihood of scoring in the Warning range on the Thought Disturbance scale among 
boys (b = -2.39, SEb = 0.78, p = .002, OR = 0.09, 95% CI [0.02, 0.43]).  There were no 
other significant relationships between involvement with DYFS and any other score in 
the clinical range on any other MAYSI-2 scale.  See Table 3. 
MANOVA assumptions (i.e., normality, linearity, univariate and multivariate 
outliers, homogeneity of variance-covariance, and multicolinearity) were evaluated.  The 
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data included 11 multivariate outliers, and these scores were retained for conceptual 
reasons because any pattern of scores across MAYSI domains could be a plausible 
representation of a youth’s combination of mental health problems.  The data also 
violated the assumption of homogeneity of variance-covariance (Box’s M = 98.45, p < 
.001).  However, Tabachnick and Fidell (2013) suggest that Box’s M can be particularly 
strict and easily violated with larger sample sizes, so this violation is not surprising.  The 
assumption of equality of variance also was violated for the Suicide Ideation variable, 
affecting the multivariate analysis and the separate ANCOVAs by increasing Type I 
Error.  A more conservative alpha of .01 was used to help correct for these violations.  
All other assumptions were met.     
Substance use.  Assumptions were checked for the substance use data as well.  
The equality of variance assumption was violated in the ANCOVA of Alcohol Drug Use 
scores by the three DYFS involvement groups.  As a result, a more conservative alpha of 
.01 was used to evaluate this hypothesis.  Additionally, logistic regressions, which 
contained multiple control variables, contained cells with zero frequencies.  It is likely 
that the number of variables included in the analysis and the number of levels within each 
variable affected this assumption; however, the variables included are conceptually 
different and were hypothesized a priori, so they were retained in the analyses.  This may 
have reduced the power, affecting possible Type II error.  All other assumptions were 
met. 
Logistic regression analyses revealed that child welfare system involvement was 
not significantly related to substance use problems on the SASSI, regardless of whether 
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youth were classified into two groups (i.e., crossover, delinquent-only)or into three 
groups (i.e., open case, closed case, no history).  See Table 3. 
 Differences in substance use between youth involved with child welfare and those 
not involved also was measured with the Alcohol and Drug scale of the MAYSI-2.  An 
ANCOVA measuring differences between crossover youth and delinquent-only youth, 
while controlling for gender and race, revealed no significant differences between the two 
groups, F(1, 415) = .06, p = .812, η2 < .01, 90% CI [0.00, 0.01].  There also were no 
significant differences in alcohol and drug use when youth were classified into three 
groups, F(2, 414) = .93, p = .397, η2 < .01, 90% CI [0.00, 0.02].  Logistic regressions 
were conducted to determine whether involvement with child welfare was significantly 
related to the likelihood of scoring in the Caution or Warning range on the Alcohol Drug 
Use scale.  Results revealed that involvement with child welfare was not a significant 
predictor of clinically significant alcohol and drug use problems, regardless of whether 
youth were classified into two groups (i.e., crossover, delinquent-only) or into three 
groups (i.e., open case, closed case, no history). 
4.2 Explanatory Hypotheses 
Out-of-home placements.  Bootstrapping analyses revealed that number of out-
of-home placements did not significantly mediate the relationship between child welfare 
involvement (i.e., open case, closed case, no history) and any MASYI-2 scale score or 
overall SASSI score; that is, no confidence intervals of the indirect effects in any serial 
mediation analysis contained zero.  See Table 4. 
Trauma history.  Angry-Irritable (F (5, 400) = 11.91, p < .001, η2 = .13, 90% CI 
[0.07, 0.17]) and Somatic Complaints (F (5, 400) = 10.89, p < .001, η2 = .12, 90% CI 
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[0.07, 0.16]) scores differed by scores on the Traumatic Experiences scale; youth with 
higher Traumatic Experiences scores (i.e., 4) reported more difficulties in each of these 
areas.  There was a significant main effect of system involvement on MAYSI-2 
Depressed Anxious scores (F (2, 400) = 4.59, p = .011, η2 = .02, 90% CI [0.00, 0.05]), a 
significant main effect of traumatic experiences (F (5, 400) = 29.94, p < .001, η2 = .27, 
90% CI [0.21, 0.32]), and no significant interaction.  Post-hoc analyses revealed that 
youth who reported more Traumatic Experiences (i.e., scores of 3-4) also yielded higher 
Depressed Anxious scores than did youth who reported fewer Traumatic Experiences 
(i.e., scores of 0-1).  Although not significantly different, youth with open child welfare 
cases reported the highest depression and anxiety scores, followed by youth with closed 
cases, then by youth with no history of DYFS involvement.  There was a significant 
interaction between child welfare involvement and traumatic experiences on the Suicidal 
Ideation (F (9, 400) = 14.28, p < .001, η2 = .24, 90% CI [0.17, 0.29]) and Thought 
Disturbance (F (8, 372) = 3.98, p < .001, η2 = .08, 90% CI [0.03, 0.11]) scales.  Youth 
with open DYFS cases and high traumatic experiences scores reported the highest levels 
of suicidal ideation and thought disturbance on the MAYSI-2. Although these 
interactions were statistically significant, it is important to note that dividing the data into 
small groups produced small numbers of youth with more extreme scores (i.e., youth with 
an open case and a score of “4” on Traumatic Experiences scale), which affected the 
results (See Figures 1 and 2).  This characteristic of the data appears to have most 
affected the interaction between system involvement and traumatic histories on levels of 
suicidal ideation.  No other significant main effects or interactions were observed.  See 
Table 5. 
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CHAPTER 5: DISCUSSION 
This study expands the limited research on the population of crossover youth.  
This population has become a recent focus of attention among policy makers and 
researchers, and there is a small body of literature on crossover youth.  The findings from 
this study can help to inform the policies that are in development for this population as 
well as the treatment and services that are provided to youth.   
Results of this study align with and extend previous research on this population.  
Prior research suggests that crossover youth have high levels of need in a number of 
domains, including mental health symptoms (Halemba et al., 2004; Herz & Ryan, 2008; 
Kelley et al., 1997), and although the results were more nuanced, findings from this study 
generally support the extant literature.  Additionally, this study specifically asked 
whether crossover youth have greater levels of need than juvenile justice-involved youth 
with no involvement with child welfare, extending previous research with the use of a 
comparison group.  Comparing the two groups provides information about whether 
crossover youth are a distinct subgroup within the juvenile justice population and, 
consequently, whether they should be treated with the same policies and treatments used 
with justice-involved youth generally.   
Findings generally support the notion that crossover youth are a distinct group 
within the juvenile justice population.  Although they appear to represent a distinct group, 
there are nuances to this conclusion that depend on what mental health domains are 
considered, how crossover youth are defined, and the role of trauma.   
Results revealed that involvement with the child welfare system played a 
significant role in reported mental health symptoms.  However, there were differences in 
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the findings that depended on how crossover youth were defined.  When youth were 
classified into two groups based on whether they had any involvement with child welfare 
(i.e., crossover youth) or no history with child welfare (i.e., delinquent-only youth), there 
were no differences between the groups on measures of mental health or substance use.  
However, when youth were classified with more specificity (i.e., open child welfare case, 
closed child welfare case, no history of child welfare involvement), differences among 
the groups emerged.  This pattern suggests that it is important to consider the current 
status of youth’s system involvement, as youth with an open case with child welfare 
demonstrated greater needs in the areas of suicidal ideation and thought disturbance 
(among boys).  Current issues seem to have more of an impact on current mental health 
functioning than historical issues.  Child welfare system involvement is often considered 
as a static variable when examining risk and need factors; however, these findings 
suggest that child welfare system involvement may be more of a dynamic variable than 
previously considered.   
These findings contribute to the ongoing discussion on the definition of this 
population (Herz, Ryan, & Bilchik, 2010), suggesting that youth with open child welfare 
cases, closed cases, and no history of involvement represent subgroups within the 
juvenile justice population.  Further, there are varied estimates in the literature on the 
prevalence of crossover youth, with a wide range identified (e.g., 7-50%, Courtney et al., 
2004; Kelley et al., 1997; Smith & Thornberry, 1995).  Differences in the definition of 
crossover youth may contribute to the wide range in prevalence estimates – in this 
sample, when youth were classified within two groups, 49.2% were crossover youth, but 
when youth were classified within three groups, 8.8% were identified as having open 
25 
 
cases with the child welfare system.  The prevalence rates identified in this study using 
different classification methods closely mirror the prevalence ranges identified 
throughout the literature on crossover youth, suggesting the importance of clearly 
operationalizing the definition of this crossover population.  Additionally, practitioners 
should consider the current status of youth involvement with child welfare; there was a 
critical distinction between youth with open cases and other youth (i.e., closed cases, no 
history) in both prevalence rates and clinical presentation. Researchers should clearly 
define their samples so that the broader body of literature on crossover youth can be 
developed and the effects of system involvement can be better understood.  It also is 
important to note that, in this sample, youth were committed to the state’s correctional 
agency, suggesting that this sample represents youth in the deep end of the juvenile 
justice system with the highest levels of security and supervision. Future research should 
consider differences in the needs of crossover and delinquent-only youth in the broader 
juvenile justice system, including those youth on probation. 
The clinical picture of crossover youth was further explained when trauma history 
also was considered.  Trauma history and involvement with the child welfare system both 
played roles in the presentation of mental health symptoms; however, their roles 
depended on the mental health domain being considered.  These findings align with 
previous research that demonstrates that a history of trauma can have a considerable 
impact on youth’s mental health (e.g., Maschi et al., 2008; van der Kolk & Fisler, 1994), 
and they extend the research by also examining the influence of system involvement.  
This study by no means points to a causal influence of system involvement; however, it 
does provide valuable data to begin to disentangle the effects of system involvement and 
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trauma on clinical presentation.  System involvement and trauma histories were 
independently related to mental health in certain areas, and the two interacted to produce 
increased levels of mental health in other areas.  System involvement was independently 
related to depression and anxiety; traumatic experiences were related to levels of anger 
and irritability and to depression and anxiety.  The two interacted to affect levels of 
suicidal ideation and thought disturbance.  Notably, an open case in the child welfare 
system and high levels of traumatic experiences appear to have a particular impact on the 
respective mental health domains, both separately and together.  It is important to 
recognize that only a small number of youth fell into the high risk/high need category 
(i.e., open case with child welfare and high levels of trauma).  However, because the 
relationship was observed within the suicidal ideation domain, it is important to not 
dismiss the findings because of the potential safety concerns for these youth.  Future 
research should examine the relationships among system involvement, trauma, suicidal 
ideation, and other mental health domains with a larger sample and with different 
measurement methods. 
The findings suggest that professionals who work with youth in the juvenile 
justice system should consider youth involvement with the child welfare system as well 
as their histories of trauma when determining services and providing treatment.  This 
information should be gathered during intakes and other important points of contact with 
youth (e.g., arrest, placement, discharge from services) to better understand youths’ needs 
and the factors that may contribute to them.  For instance, if a youth has a current open 
case with child welfare and high levels of traumatic experiences, this young person may 
need more intensive or more immediate treatment.  Of particular concern are heightened 
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levels of suicidal ideation among these youth.  This area should be assessed among all 
youth; however, youth with an open child welfare case and traumatic histories may be at 
greater risk for suicidality.  Moreover, interventions and programming can be better 
tailored to meet the needs of youth, and treatments and services can be matched to needs.   
Policies that dictate how youth who are involved with multiple systems should be 
handled are being developed and examined, and there is a growing trend across the 
country toward the use of dual jurisdiction so that youth are cared for by both the juvenile 
justice and child welfare systems (Dunlap, 2006).  For example, the Crossover Youth 
Practice Model dictates that cross-system collaboration should increase access to 
resources and care for youth involved with both the child welfare and juvenile justice 
systems (Center for Juvenile Justice Reform, 2010; OJJDP, 2012). This study suggests 
that youth with an open child welfare case demonstrate greater mental health needs, and 
two systems may be able to better meet their needs because there are more resources 
from which to draw.  That said, having double the number of providers does not equate to 
double the quality or impact of treatment.  Policies and practices should emphasize the 
importance of collaboration between the systems so that youth do not fall through the 
cracks.  Reduced collaboration among systems appears to reduce the likelihood of 
receiving needed services (Cusick et al., 2009), which could be particularly problematic 
given these findings that dually-involved youth may present with more mental health 
symptoms.  Additionally, there is wide variability in treatment within the child welfare 
and juvenile justice systems, and it is possible that system involvement could negatively 
impact youth (Huang, 2012; Mekonnen et al., 2009; Noonan et al., 2009).  Therefore, in 
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addition to increased collaboration, it also is important for the systems to deliver 
effective, evidence based treatments targeted to reduce risk and meet needs. 
With additional empirical support, findings from this study and others like it can 
have important implications for both policy and treatment; however, there are many 
challenges involved with translating research to policy and practice.  Generally, policy 
and practice lag behind research, but state and juvenile justice agencies are increasingly 
making commitments to using evidence-based programs and practices (Greenwood & 
Welsh, 2012).  Despite obstacles to utilizing research in practice, resources exist to assist 
policy makers and treatment providers. There are lists of empirically supported programs 
as well as prominent meta-analyses that provide important information about effective 
treatments, so state and juvenile justice agencies can implement new programs or update 
their existing programs to align with the research (Greenwood & Welsh, 2012; Welsh, 
Rocque, & Greenwood, 2014).  This project contributes to the body of literature on youth 
involved with multiple child-serving systems, offering additional evidence for policy 
makers and treatment providers as they pursue evidence-based practice and seek to 
increase their understanding of the youth that they serve. 
Assessors, treatment providers, and policy makers are the target audiences when 
translating research to policy and practice in this area.  Across all of these domains, 
system involvement must be looked at as a dynamic factor, in which the status of the 
current case is significant.  Evaluators regularly gather information about youths’ 
histories, and this study suggests that evaluators should specifically ask about trauma 
histories as well as histories of involvement with the child welfare system and current 
status of system involvement.  If youth demonstrate extensive trauma histories or open 
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cases with the child welfare system, or more significantly, both, this information could 
act as a ‘red flag’ that they may be different from the broader delinquent population, and 
evaluators should follow-up as needed.  Assessments should include screening for mental 
health, substance use, trauma, and suicide risk, and for evaluators working with crossover 
youth, findings from this study highlight the importance of examining youth needs across 
these domains.  This information may be particularly useful for evaluators developing 
recommendations for courts and treatment providers.   
Policies also can be developed that are responsive to the findings from this study.  
Policies could dictate how to manage youth who enter the juvenile justice system with 
open cases in the child welfare system; this could occur through the judicial decision-
making process or through service provision.  For instance, protocols may be developed 
for youth who present with a current open child welfare case to coordinate their care, 
implement thorough assessment methods, plan responsive services, and access targeted 
resources.  As above, policies should account for the current status of system 
involvement (i.e., open case v. closed case), and protocols may indicate system 
integration and coordination rather than a process that involves the frequent opening and 
closing of cases. Despite challenges associated with translating research to practice, 
findings from this study contribute to the empirical basis for policy and treatment 
development for crossover youth. 
Results must be interpreted within the context of study limitations.  First, this is a 
cross-sectional study, so we cannot draw conclusions about whether system involvement 
or trauma caused the mental health symptoms within this sample.  This sample was 
characterized by youth in the more intensive end of the juvenile justice system, restricting 
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the generalizability of the findings.  It is possible that this affected the findings, and more 
robust differences among groups may be observed across a wider range of youth with 
varied correctional statuses (e.g., probation, first time offenders).  The age range of the 
sample also may have been restricted by the use of this more intensive sample.  It would 
be important to consider the level of child welfare involvement in future research, which 
was not available in this study.  For example, there may be vast differences between the 
effects of a brief, in-home child welfare intervention and the effects of extended foster 
care placement with frequent changes in foster families.  Future research should examine 
crossover youth with varied samples from both the juvenile justice and the child welfare 
systems, and prospective and longitudinal designs also should be conducted. 
The measurement of substance use was limited by the data collection methods 
used.  Scores from the separate SASSI scales were not available, and information from 
this measure was only provided in categorical format.  Further, classification of substance 
use risk/need differed across measurement methods (i.e., between SASSI summaries and 
MAYSI Alcohol/Drug Use scores).  Additional research should examine the needs of 
crossover youth using additional measurement methods with varied samples.   
In addition to the methodological limitations, small effect sizes accompanied 
many of the significant findings.  The small effect sizes suggest that, although child 
welfare system involvement played a role in the presentation of mental health symptoms, 
it did not account for much of the variability in mental health.  It is likely that additional 
factors also are needed to explain the presentation of mental health symptoms among 
justice-involved youth.   
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Although study limitations restrict the generalizability of the findings, the results 
from this large-scale, state-wide study also suggest that this population deserves 
additional attention from researchers and policy makers.  The current small body of 
literature on crossover youth suggests that they possess added risk factors and greater 
clinical needs than youth involved only in the juvenile justice system.  Future research 
should continue to examine the effects of dual-system involvement and trauma among 
youth involved with the juvenile justice system.   
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Table 1 
Descriptive data on mental health and substance use. 
 
MAYSI-2 Scale Score 
M (SD) 
Caution Range 
n (% of sample) 
Warning Range 
n (% of sample) 
  Angry-Irritable 2.58 (2.50) 73 (17.4%) 22 (5.3%) 
  Depressed-Anxious 1.48 (1.67) 85 (20.3%) 12 (2.9% 
  Somatic 
Complaints 
1.83 (1.67) 120 (28.6%) 14 (3.3%) 
  Suicidal Ideation 0.15(0.64) 8 (1.9%) 7 (1.7%) 
  Thought 
Disturbance 
0.22(0.60) 45 (10.7%) 19 (4.5%) 
  Traumatic    
  Experiences 
1.68(1.44) -- -- 
  Alcohol/Drug Use 1.75(2.31) 74 (17.7%) 22 (5.3%) 
    
SASSI-A2 Low Probability 
n (% of sample) 
Substance Abuse 
Risk 
n (% of sample) 
Substance 
Dependence Risk 
n (% of sample) 
SASSI Summary 33 (8.8%) 186 (49.9%) 154 (41.3%) 
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Table 2 
Levels of mental health and substance use by group (open case, a closed case, or no 
history with the child welfare system) and results of ANCOVAs comparing groups. 
 
 No History 
M (SD) 
Closed Case 
M (SD) 
Open Case 
M (SD) 
F η2 90% 
CI 
MAYSI-2        
Angry-Irritable 2.54 (2.42) 2.51 (2.51) 3.11 (2.91) 0.81 < 0.01 [0.00, 
0.02] 
Depressed-Anxious 1.41 (1.61) 1.44 (1.58) 2.11 (2.21) 3.00 0.01 [0.00, 
0.04] 
Somatic Complaints 1.83 (1.73) 1.73 (1.57) 2.32 (1.72) 2.28 0.01 [0.00, 
0.03] 
Suicidal Ideation 0.09 (.42) 0.15 (0.63) 0 .51 (1.30) 7.48* 0.04 [0.01, 
0.07] 
Thought Disturbance 0.22 (0.56) 0 .13 (0.39) 0 .58 (1.21) 7.68* 0.04 [0.01, 
0.07] 
Traumatic Experiences 1.69 (1.42) 1.66 (1.48) 1.70 (1.49) 0.05 < 0.01  [0.00, 
0.00] 
Alcohol/Drug Use 1.74 (2.39) 1.86 (2.33) 1.27 (1.61) 0.93 < 0.01  [0.00, 
0.02] 
 
*statistically significant at p < .01
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Table 3 
Relationship between involvement with the child welfare system and classification into 
clinical ranges on the MAYSI and SASSI.  Results of logistic regression analyses 
examining whether system involvement (No History served as reference group) was 
related to the likelihood of being classified in the Caution or Warning ranges on the 
MAYSI or in the Substance Abuse or Substance Dependence Risk ranges on the SASSI.  
 
 Caution Range Warning Range 
 b SEb p Odds 
Ratio 
95% CI b SEb p Odds 
Ratio 
95% CI 
Angry-Irritable 
- Open Case 
- Closed Case 
 
0.04 
0.02 
 
0.49 
0.50 
 
.933 
.964 
 
1.04 
1.02 
 
[.40, 2.72] 
[.39, 2.72] 
 
-0.87 
-0.69 
 
0.65 
0.65 
 
.182 
.288 
 
0.42 
0.50 
 
[.12, 1.50] 
[.14, 1.79] 
Depressed-
Anxious 
- Open Case 
- Closed Case 
 
 
-0.18 
-0.28 
 
 
0.45 
0.46 
 
 
.688 
.542 
 
 
0.84 
0.76 
 
 
[.35, 2.01] 
[.31, 1.85] 
 
 
-1.91 
-1.65 
 
 
0.76 
0.76 
 
 
.012 
.029 
 
 
0.15 
0.19 
 
 
[.03, .66] 
[.04, .84] 
Somatic 
Complaints 
- Open Case 
- Closed Case 
 
 
-0.54 
-0.54 
 
 
0.38 
0.39 
 
 
.159 
.169 
 
 
0.58 
0.58 
 
 
[.27, 1.24] 
[.27, 1.26] 
 
 
-0.46 
-1.48 
 
 
0.84 
0.97 
 
 
.588 
.127 
 
 
0.63 
0.23 
 
 
[.12, 3.3] 
[.03, 1.52] 
Suicidal Ideation 
- Open Case 
- Closed Case 
 
-0.65 
-0.70 
 
1.14 
1.19 
 
.568 
.556 
 
0.52 
0.50 
 
[.06, 4.90] 
[.05, 5.09] 
 
-3.33 
-2.46 
 
1.16 
0.93 
 
.004 
.008 
 
0.04 
0.01 
 
[.00, .34] 
[.01, .53] 
Thought 
Disturbance 
- Open Case 
- Closed Case 
 
 
0.28 
0.52 
 
 
0.79 
0.77 
 
 
.720 
.499 
 
 
1.33 
1.68 
 
 
[.28, 6.24] 
[.37, 7.60] 
 
 
-2.39 
-1.34 
 
 
0.78 
0.61 
 
 
.002 
.026 
 
 
0.09 
0.26 
 
 
[.02, .43] 
[.08, .85] 
 
 Substance Abuse Risk Substance Dependence Risk 
 b SEb p Odds 
Ratio 
95% CI b SEb p Odds 
Ratio 
95% CI 
SASSI Summary 
- Open Case 
- Closed Case 
 
0.38 
0.64 
 
0.60 
0.63 
 
.530 
.309 
 
1.46 
1.89 
 
[.45, 4.77] 
[.55, 6.46] 
 
0.10 
0.45 
 
0.61 
0.63 
 
.874 
.474 
 
1.10 
1.57 
 
[.33, 3.63] 
[.46, 5.41] 
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Table 4 
Out-of-home placements as a mediator between involvement with the child welfare 
system and levels of mental health and substance use 
 
 95% Confidence Interval for Indirect 
Effects* 
MAYSI-2  
  Angry Irritable [-.02, .04] 
  Depressed Anxious [-.02, .02] 
  Somatic Complaints [-.01, .03] 
  Suicidal Ideation [-.01, .01] 
  Traumatic Experiences [-.01, .02] 
  Thought Disturbance [-.01, .01] 
  Alcohol Drug Use [-.01, .05] 
SASSI Summary [-.01, .01] 
 
*significant if CI does not contain zero (0) 
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Table 5 
Traumatic experiences as moderator of relationship between system involvement and 
mental health or substance use on the MAYSI. 
 
 F df η2 90% CI 
Angry-Irritable     
- Main Effect of Trauma 11.91* (5, 400) 0.13 [0.07, 0.17] 
- Main Effect of DYFS 
Involvement 
2.33 (2, 400) 0.01 [0.00, 0.03] 
- Interaction 1.35 (9, 400) 0.03 [0.00, 0.04] 
Depressed-Anxious     
- Main Effect of Trauma 29.94* (5, 400) 0.27 [0.21, 0.32] 
- Main Effect of DYFS 
Involvement 
4.59* (2, 400) 0.02 [0.00, 0.05] 
- Interaction 1.42 (9, 400) 0.03 [0.00, 0.04] 
Somatic Complaints     
- Main Effect of Trauma 10.89* (5, 400) 0.12 [0.07, 0.16] 
- Main Effect of DYFS 
Involvement 
2.65 (2. 400) 0.01 [0.00, 0.03] 
- Interaction 0.87 (9, 400) 0.02 [0.00, 0.02] 
Suicidal Ideation     
- Main Effect of Trauma 26.66* (5, 400) 0.25 [0.18, 0.30] 
- Main Effect of DYFS 
Involvement 
14.28* (2, 400) 0.07 [0.03, 0.11] 
- Interaction 14.28* (9, 400) 0.24 [0.17, 0.29] 
Thought Disturbance     
- Main Effect of Trauma 14.15* (4, 372) 0.13 [0.08, 0.18] 
- Main Effect of DYFS 
Involvement 
12.49* (2, 372) 0.06 [0.03, 0.10] 
- Interaction 3.98* (8, 372) 0.08 [0.03, 0.11] 
Alcohol/Drug Use     
- Main Effect of Trauma 1.68 (5, 400) 0.02 [0.00, 0.04] 
- Main Effect of DYFS 
Involvement 
3.62 (2, 400) 0.02 [0.00, 0.04] 
- Interaction 1.24 (9, 400) 0.03 [0.00, 0.04] 
 
 *statistically significant at p < .01 
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Figure 1 
Trauma history as a moderator – Suicidal Ideation.  This figure shows the significant 
interaction effect between involvement with the child welfare system and trauma history 
on suicidal ideation. 
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Figure 2 
Trauma history as a moderator – Thought Disturbance.  This figure shows the significant 
interaction effect between involvement with the child welfare system and trauma history 
on thought disturbance among boys. 
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